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Abstract
The purpose of this study was to determine whether the general functioning of a family is
related to attitudes regarding suicide. Past research has examined the impact of family
functioning on suicide attitudes and found that the relationship between families and
children are different in families of suicidal children than in families who have
nonsuicidal children. This study combined three variables of suicide acceptance, suicide
normality, and perceptions of family functioning in the hopes of gaining more
information to assess risk of harm to self in adolescents. The participants were 94
students from Introductory Psychology classes at Eastern Illinois University. Three
questionnaires were administered: the Family Assessment Device, the normality scale
from the Suicide Opinion Questionnaire, and the Suicide Acceptability Scale. Questions
regarding demographic information including exposure to suicide and religiosity were
also included. A majority of the participants knew someone who had attempted and
completed suicide. Students, in general, did not consider suicide as normal or acceptable
behavior, however, if participants knew a close friend or family member who attempted
or committed suicide they were more likely to consider the suicide more normal than if
they knew an acquaintance or no one had committed or attempted suicide. This finding
may illustrate the adjustment process for the survivor. Students who indicated they were
more likely during their life to commit suicide were more accepting of suicide. In order
to feel normal, suicidal adolescents seem to accept their suicidal thoughts and feelings as
normal. Furthermore, males were more accepting of suicide than females which may be
11

the result of man's more aggressive nature. Religiosity and family factors were correlated
negatively with suicide acceptance and normality. Intense religious beliefs appear to
produce negative attitudes towards suicide, perhaps because the consequences for taking
your own life in most traditional religions is severe. Family factors, such as married
parents and siblings may also prove to be a buffer against suicide. The intact family may
serve as a support system for the adolescent. Previous suicidal intent, exposure to
suicide, religiosity, sex, and family factors appear to have an influence over who is at
greater risk for suicidal behavior. It may be interesting for future research to determine
which combination of these factors are deadlier than others in order to decrease the risk of
suicidal behavior in adolescents.
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Family Functioning and Suicide 6
Perceptions of Family Functioning and Suicide Attitudes
Researchers have explored many possible explanations of the causes of child and
adolescent suicide. This phenomenon is especially important in regards to adolescents as
suicide is their second leading cause of death, next to accidents; this is particularly true
for college students (Husain & Vandiver, 1984).
Of the explanations studied, one that warrants further investigation relates suicide
to family functioning and the child or adolescent's perceptions of this functioning.
Investigations of this topic have been conducted using clinical populations; all agree that
a negatively functioning family increases the risk a child or adolescent will become
actively suicidal. Yet, there are many different types of dysfunctional families with
different problems, and not all of these children attempt suicide. Researchers have found
the families of suicidal children and adolescents have characteristics which are not
present in the families ofnonsuicidal children and adolescents (Husain & Vandiver,
1984; King, Segal, Naylor & Evans, 1993; Miller, King, Shain, & Naylor, 1992; Orbach,
1988; Pfeffer, 1981, 1986; and Richman, 1978).
Richman (1978) described a significant family trait often present in families of
suicidal children and adolescents called symbiosis which can be described as a
relationship in which there are no boundaries. This relationship usually involves the
mother and the suicidal child. The child is not allowed to differentiate from the mother to
develop his or her identity. The process of separation and individuation is a necessary
developmental task; therefore, the ego functioning of a child in a symbiotic relationship is
greatly impaired and this predisposes him or her to become suicidal. The entire family
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fights to keep the symbiotic relationship alive. If an attempt is made to separate, the
family makes every effort to keep the person in the closed, dependent system in order to
maintain their balance. This balance is also upheld by relationships which are chaotic
and unpredictable. For example, none of the participants of the symbiotic relationship are
satisfied with each other; when one individual tries to establish closeness with another in
the system, he or she is rejected. This can be very confusing for children or adolescents
because they are receiving conflicting messages: "You cannot be unique or different, you
may not establish relationships with people outside the system, and you may not be close
to me because I may lose my identity." The parents view any outside relationship as a
mutinous act (Richman, 1978).
Richman ( 1978) found rejection by the parents usually occurs when the child
needs closeness and support the most. The end result is the child not only being isolated
from parents, but also from social support; therefore, the child feels the only alternative
is suicide.
In addition to the damaging symbiotic relationship, mothers of suicidal children
are described as less empathetic; they are unable to see things from their child's
perspective. Richman believed the lack of empathy was a result of the parent's attempt to
keep their child enmeshed in an unhealthy dependence. In order for parents to be
empathetic, they must be able to accept their child's experiencing a feeling of his or her
own. This is perceived as a threat of individuation. However, the symbiotic parent is
capable of empathy with others with whom they do not have a symbiotic relationship.
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Again, this occurs because acceptance of empathy is acceptance of individuation, which
contradicts the essence of the symbiotic relationship (1978).
Pfeffer (1981) also cited the symbiotic relationship as a characteristic of the
family of a suicidal child or adolescent. She expanded on Richman's model when
developing her own model of family functioning of the suicidal child and adolescent
(1981, 1986). In addition to the symbiotic relationship between mother and child, she
also examined transgenerational influences and spouse relationships. Pfeffer took a
systems approach to her model and felt that each subsystem affected the functioning of a
suicidal child. One characteristic of the family's functioning is unresolved separation
issues with the parents' families of orgin. The parents were unable to individuate from
their families of orgin and remained overly dependent on these relationships; this resulted
in overtly hostile behavior and low self-esteem in the parents (Pfeffer, 1986).
Severely conflicted spousal relationships are also part of the suicidal child's
world. Parents communicate both covert and overt messages of hostility to one another.
Not only is there a threat of abandonment and rejection in parent and child relations, but
also between parents. One parent is constantly afraid the other will hurt them or leave
them; this is a constant source of worry in the family (Pfeffer, 1981 ).
Pfeffer also believes that, in addition to the symbiotic and conflicted parental
relationship, hostile parental feelings are projected onto the child. Parents redirect their
anger and hostility at a target which they feel is safer than expressing anger at each other
or their families of orgin; this results in a negative self image for the child. He or she
turns the hostility he or she sensed from his or her parents into self hate. The child may at
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first try to utilize defense mechanisms to cope with these feelings, such as repression,
denial or projection. However, these defense mechanisms are not effective and the
child's self hate becomes more intensified. The child's ultimate suicidal gesture is an
attempt to maintain the balance within the closed family system and a final defense to
remove his or her self hate and negative self image from awareness (1981, 1986).
Husain and Vandiver (1984) also examined family functioning in children and
adolescents, but concentrated specifically on adolescents; their research corroborated with
the findings on suicidal children. Adolescent attempters described their fathers as cold
and distant. Some fathers were missing from the adolescent's life, consequently, those
adolescents had to take on the role of the missing parent and were treated with hostility
when they were unsuccessful at a role they were not ready for.
Parenting skills have also been found to influence suicidal behavior of
adolescents (Husain & Vandiver, 1984). These parents yelled more, nagged more, and
withheld love and privileges more. Overall, there was a break down of communication
between parent and adolescent. Parents and kids gave up on each other and no longer
made any attempt to understand and resolve conflicts. Finally, the adolescent sees suicide
as the only solution. The suicide attempt is viewed as a rejection of the family as a unit
which could help the adolescent, and the attempt itself is a final communication to the
family the adolescent does not care enough about them to stay alive.
Orbach (1988) focused on a different aspect of family functioning than the
research reviewed thus far. He focused on family problem solving skills as an
explanation of suicidal behavior in children. When the family of a suicidal child is faced
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with a problem, the child is made responsible for resolving it. Orbach refers to the family
dilemma as an "unresolvable problem" in which it is not the parents responsibility to
solve this problem; instead, the burden of finding a solution is placed on the child's
shoulders. This task is too much for the child who doesn't have the capacity to solve the
problem; furthermore, when the child does try to solve the problem, the family tries to
sabotage the adolescent. Being pulled in two directions, having to solve a problem, while
being discouraged, eventually leads the child to become confused, discouraged and
potentially suicidal.
Orbach also cited Richman's 1978 research on symbiotic family relationships as
a predisposing factor to childhood suicide attempts. In addition, another model of
families of suicidal children known as the Disintegrating, Multiple Problem family was
discussed. This family is characterized by forcing the suicidal child to be responsible for
problems and traumatic events experienced within the family. The suicidal child
responds by holding in difficulties he or she experiences because the parents are either
unwilling or unable to deal with anyone else's problems. This neglect is apparent to the
child either covertly or overtly. Hostility retribution toward the suicidal child may then
take the form of physical abuse. This model is similar to the " unresolvable problem"
model in that suicide is a means of coping and serves as a way out of the unbearable
family situation (Orbach, 1988).
An alternative model of family functioning is also described by Orbach (1988).

The characteristics of the Deadly Message model consists of extreme parental rejection of
their child. This most often occurs in a family where the child was unplanned and the
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parents view the child as a hindrance to achieving life goals according to Miller, King,
Shain & Naylor (1992). This rejection response involves a certain amount of irony since
it often leads the child to cling more intensively to the parent who is perceived as wanting
to abandon the child. The child, in such a familial arrangement, tends to panic at both the
impending abandonment and increased dependency on the parent. Circularity ensues as
instead of the parent reassuring his or her child, he or she often becomes more angry with
the child as the child tries to remind his or her parents that he or she needs them (Orbach,
1988).
As a means to attract their parents' attention, some suicidal children may act out
through rebellious behavior, temper tantrums, school problems, etc. This has the same
effects as the increased dependency- it fuels the parents' anger towards their child.
Eventually, the parents emotionally abandon their child and encourage brothers and
sisters to do the same. The child is seen as the "bad child" and siblings are warned this
badness could rub off on them. This abandonment and scapegoating is not always overt,
but is the final push that leads the child to end his or her life. He or she has gotten the
message the parents want the child to go away, and the parents have made it clear how
they want them to go away. In the end, the child feels by taking his or her life, he or she
is doing what the parents wanted all along (Orbach, 1988). Clearly, this research is
important, as it shows just how isolated the suicidal child is. This isolation is not only
exemplified through rejection by the parents, but by the whole family, siblings included.
The unwanted child eventually becomes desperate to please the family the only way the
child knows how- through a suicide attempt.

Family Functioning and Suicide 12
More recent studies have also examined family functioning in relation to suicidal
behavior in young people .. Miller, King, Shain, and Naylor (1992) examined the models
Orbach proposed (disintegrating, multiple problem family and the deadly message
family). Miller et al. proposed a study to ascertain whether these models would
characterize the families of suicidal patients in a psychiatric unit ( 1992). The authors
hypothesized that suicidal adolescents would perceive their families as disengaged and
inflexible. These adolescents would also perceive their families as less supportive, less
nurturing, and less communicative than the control group. Results suggested most of
these perceptions of family were not unique to suicidal patients. Rather, adolescents who
exhibited psychopathology in general perceived their families negatively. The only
characteristic specific to suicide was the perception of less cohesiveness and more rigidity
within the family. These findings are important because they suggest what separates
suicidal adolescents from other psychological disorders are their perceptions of isolation
within a rigid family system.
King, Segal, Naylor, and Evans (1993) continued to look for perceptions of family
functioning pertaining specifically to families of suicidal children. Results of the study
indicated the suicidal adolescents perceived their families as more dysfunctional and less
affectionate. These parental attributes were gender specific. That is, fathers of suicidal
adolescents were perceived as being distant, unaffectionate, less active and
uncommunicative. Mothers were perceived as unaffectionate. Based on these findings,
researchers suggest that since an adolescent might have a poorly functioning mother and
father, they may have no other means of support. Therefore, a functional father/child
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relationship may be a buffer against the chance an adolescent would become suicidal.
This corresponds with past research in which it was found fathers of suicidal children
were distant and hostile, had lower self-esteem, more depression, and more alcoholism
than fathers of nonsuicidal children. Mothers in this study experienced more suicidal
ideation and were more overprotective than mothers of nonsuicidal children. This study
does not address the father/child relationship as a buffer against suicidal behavior.
Instead, the author concentrates more on potential family risk factors which increase the
likelihood an adolescent will become actively suicidal. These factors are a history of
alcoholism, depression and suicidal ideation and are reminiscent of the symbiotic
relationships and multiple family problem model previously reviewed (Pfeffer, 1986).
In addition to family functioning, another major factor which may lead a youth to
commit suicide may be their attitude towards the act of suicide itself. Domino,
MacGregor, and Hannah (1989) examined the attitudes of college students towards
suicide. Students seemed to agree that people who commit suicide are self-destructive,
lonely and depressed. However, college students did not see suicide as the result of
mental illness. They endorsed the idea that those who commit suicide are responsible for
their actions, and that suicide is a cry for help in most cases. The most disturbing results
of this study were that 15% see suicide as a likely outcome for their lives. The number of
students who report that suicide may be a viable outcome in their lives was alarming.
Considering these factors, the study proposed here is needed as a large number of
adolescents feel suicide is an acceptable option for their lives. Furthermore, research
suggests self destructive behavior is based on a continuum, beginning with fantasies
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about death and moving towards suicidal behavior (Orbach, 1988). Therefore, if
adolescents could be identified earlier in this process, suicidal behavior might be avoided.
Also, it would seem that an accurate indicator of risk would be to assess perceptions of
family functioning. By using a non- clinical population of college students on the low end
of the continuum, suicide potential and acceptance could be assessed, and adolescents
could receive help before they move further down the continuum. Therefore, the study
proposed here would combine the three variables of suicide acceptance, suicide normality
and perception of family functioning. It is predicted that negative family functioning will
have a significant correlation with suicide acceptance and normality.
These variables were operationally defined as:
Family Functioning: The degree to which a family is perceived as providing food,
shelter, and safety; a structured and organized home setting; positive regard and
companionship; instruction and limit setting as measured by the Family
Assessment Device (Epstein, Baldwin, Bishop, 1983).
Suicide Acceptance: Referred to as the degree that an individual considers suicide
as a viable option in their life as measured by the Suicide Acceptance Scale
(Hoelter, 1979).
Suicide Normality: The degree to which an individual feels that suicide is an
acceptable and natural act, characterized by a suicidal individual who is not
lonely, depressed, does not seek professional help, and appears no different than
usual to family, friends or self as measured by the normality factor of the Suicide
Opinion Questionnaire (Domino, Moore, Weslake and Gibson, 1982).
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These variables will be operationalized with three scales described later in this
paper.
Past research (Husain & Vandiver, 1984; King et al., 1993; Miller et al., 1992;
Orbach, 1968; Pfeffer, 1981, 1986; Richman, 1978) suggests that combining these
variables would produce a significant correlation with one's perception of suicide. It is
hypothesized that family functioning and suicide acceptance are negatively related, i.e.,
individuals from families which function in a healthy manner are less accepting of
suicide.
Method
Participants
Participants were 94 volunteers from an Introduction to Psychology course who
wished to receive extra credit in exchange for their participation. Students were both
male (34.8%) and female (65.2%) and ranged in school from freshmen to seniors. For
purposes of analyses, grade was collapsed into two groups, freshmen and upperclassmen;
67% of participants were freshmen, 33% were upperclassmen. Marital status of students'
parents was also collapsed into two groups, married and not married for various reasons
(divorce, death, etc); 56.4% of parents were married and 43.6% were not married. Birth
order was collapsed into two groups consisting of only children and siblings; 10.6% of
participants were only children, 89.4% had siblings.
Materials and Procedure
Three questionnaires were used to assess perceived general family functioning
and suicide attitudes and acceptance. The Family Assessment Device, FAD, (Epstein,
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Baldwin, Bishop, 1983) was used to assess perceptions of general family functioning.
Aspects of this questionnaire can be used to assess "the overall health or pathology of the
family" (Epstein, Baldwin, Bishop, 1983). The FAD includes seven subscales: general
functioning, problem solving, communication, roles, affective responsiveness, affective
involvement, and behavior control. Only general functioning was analyzed for the
purpose of this study. The questionnaire can be filled out by all members of the family
over twelve years of age. Family members rate how much they agree with the statements
of the scales. Concurrent validity and predictive validity were established for the FAD
based on a comparison between the FAD and two other scales which also assess family
functioning (Epstein et al., 1983); the FAD was the more powerful predictor. In order to
be included in the scale's item pool, the items had to have a reliability coefficient of at
least .70.
The normality scale (factor VII) from the Suicide Opinion Questionnaire (SOQ)
(Domino, et al., 1982) was also used to assess the attitudes of students regarding the
normality of suicide. The participants were asked to give their honest opinions to
statements using a 5-point likert response scale (strongly agree to strongly disagree).
The factor analysis performed on the items selected from the SOQ found the factors to be
reliable measures of attitudes regarding suicide. The purpose of the entire SOQ was to
assess the "community attitudes that surround suicide ... in the process of implementing
educational and preventive services" (Domino, et al., 1982). The original questionnaire
consists of 100 items which assess attitudes regarding suicide and seven questions
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regarding demographic information and exposure to suicide. The reliability rating of the
entire SOQ is .68 (Domino, et.al., 1982).
The Suicide Acceptability Scale, SAS, (Hoelter, 1979) was used to assess
overall acceptability of suicide. The SAS is a six item Likert questionnaire with an
internal consistency of. 78.
Cut- points were established to determine degree of normality of suicide,
accepting/not accepting of suicide and functional/dysfunctional families using median
splits.
Questions concerning demographic information were included and are as
follows: sex, grade, age, marital status of parents, birth order, church attendance, intensity
of religious beliefs, whether they had known anyone who had attempted or completed
suicide, whether they had ever seriously considered or attempted suicide, and the
likelihood of whether they would ever attempt suicide in their life.
Results
There were two measures ofreligiosity, church attendance (weekly, monthly,
occasionally, and never) and intensity of religious beliefs (strong, moderate, weak, and no
beliefs). The mean score of church attendance (M = 2.40, SD = 1.07) indicated that on
average, students attended church occasionally, less than monthly. The mean score for
intensity of religious beliefs (M = 2.27, SD = 1.02) indicated that the students, on
average, had moderate to weak beliefs.
There were two measures of exposure to suicide, attempts and completion. As
seen in table 1, two-thirds (60%) of the students knew someone (family, friend, or
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acquaintance) who attempted suicide, similarly, 65% of the students knew someone who
completed suicide. One-third knew no one who had attempted suicide (32%) or knew no
one who committed suicide (35%).
Insert Table 1 here
Regarding students' personal experience with suicide, 19.1 % had seriously
considered suicide, and 7.4% had attempted suicide. A slight majority, 53%, indicated
that there was "zero" probability they would attempt suicide at some point in their life;
however, although 47% indicated the was some likelihood that they would attempt
suicide at some time, no one indicated that the likelihood was "highly probable".
Descriptive statistics of the scores on the three questionnaires are shown in table
2. Scores on the normality factors of the SOQ potentially ranged from 6 to 30; lower
scores indicated individuals believed suicide is normal. The mean score here, 22.19,
indicated that, in general, students do not consider suicide a normal behavior. Scores on
the Suicide Acceptance Scale (SAS) range from 6 to 30, a low score indicating the
participant is not accepting of suicide. The mean score, 20.30, indicated the students, on
average, did not find suicide acceptable behavior. Scores on the Family Assessment
Device (FAD) general functioning scale, range from 1 to 4, 1 being healthy, general
family functioning, 4 being unhealthy. The mean score of 1.81 indicated, on average, the
students had families whose general functioning were in the healthy range. The 95%
Confidence Interval, 1.69 to 1.92, does not include the mean (1.96) of the nonclinical
sample reported by Epstein, et al. (1983), indicating that families of the students surveyed
here were generally functioning well.
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Insert Table 2 here
Correlations were performed on the three dependent measures used in this study.
The SOQ: normality scale and SAS were not significantly related, r = .09, 12 >.05, and
neither suicide measure was significantly related to the FAD: general functioning scale.
However, both measures of religiosity correlated significantly with the SOQ measure
negatively, indicating those who attend church regularly did not view suicide as normal, r
= -.26, 12 = .011; nor did those with intense religious beliefs, r = -.23, 12 = .026. The
correlation between the SAS and intensity of religious beliefs also indicated those with
intense beliefs were not accepting of suicide, r = -.35, 12 = .0001; the correlations of the
SOQ scale indicated individual's viewing suicide as normal behavior was not related to
whether or not they had thought seriously, had attempted, or might attempt sometime in
their life. However, two of these personal experience measures were related to suicide
acceptability as measured by the SAS. Individuals who had thought seriously of suicide
were accepting of suicide, r = .27, 12 = .009. Similarly, those who indicated they were
more likely during their life to commit suicide were more accepting of suicide, r = -.84, 12
=

.001.
A series of one- way ANOV As were used to analyze scores on the SOQ in order

to determine any significant effects. There was a significant effect on the SOQ normality
factor depending on who the student knew who committed suicide, E(3,90)= 3.75, 12 =
.013. Range test subsequent to ANOVA indicated that the effect resulted from those who
knew a close friend who committed suicide (M = 21.16) were more likely to indicate that
suicide is normal than those who knew an acquaintance who committed suicide (M =
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23.45). Furthermore, a main effect for sex was found on the SOQ. Males (M = 21.32)
rated suicide as more normal behavior than females (M = 22.81), .E(l,87)= 7.24, I!=
.0086. There were no significant differences on the basis of who participants knew who
had attempted suicide, or participants year in college, parents' marital status, or whether
they had siblings (all 12's > .05).
SAS scores were also analyzed using one- way ANOV As. A significant effect
was found for knowledge of someone who attempted suicide, .E(3,90) = 4.49, 12 = .0056.
Range tests subsequent to ANOVA indicated that those who had a close family member
(M = 17 .3) or a close friend (M = 19 .17) who attempted suicide were more accepting of
suicide than those who knew an acquaintance who attempted suicide (M = 23.39). There
was also a significant effect on the SAS for knowledge of someone who committed
suicide, .E.(3,90)= 9.54, 12= .0001. Range tests indicated that students with a close family
member (M = 17.4) or friend (M = 17.52) who committed suicide were more accepting of
suicide than those who knew an acquaintance (M = 23.05) or no one (M = 22.12) who
committed suicide. The SAS also yielded a main effect for sex, .E(l,87) = 6.71, I!= .01;
males (M = 18.81) were more accepting of suicide than females (M = 21.60).
Furthermore, parents' marital status also had a significant effect on the SAS,.E(l,92 )=
8.06, 12 = .0056. Students whose parents were married (M = 21.57) were less accepting of
suicide than those whose parents were not married for various reason (M = 18.66). In
addition, students with siblings (M = 20.76) were also less accepting of suicide than only
children (M = 16.4), .E(l,92) = 6.93, 12 = .0099. Year in college had no significant effect
on suicide acceptance (12 > .05).
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The same set of grouping variables were uses for one- way ANOV As performed
on the FAD. The only significant effect resulted from the difference between perceptions
of general family functioning between male and females. E(l ,87) = 4.36, l2 = .0397;
females (M = 1.71) reported healthier general family functioning than males (M = 1.97).
Discussion
The results of this study did not support the hypothesis that students who rate their
families as higher functioning are less accepting of suicide. Instead, results indicated that
whether or not a student was accepting of suicide or endorsed suicide as normal behavior
depended upon other factors, such as personal and second hand experience with suicide,
religiosity, sex, and family factors (siblings and parents being married).
Surprisingly, most students surveyed (60%) knew someone who attempted
suicide. Furthermore, most of those who knew an attempter, knew someone who
completed suicide (65%). The proximity of the attempter or completer to the survivor
may influence the level of acceptance of the survivor, especially if the victim was a close
friend or family member. It is not surprising that under these circumstances, the impact
of suicide is powerful. While, overall, participants in this study did not see suicide as an
acceptable or normal behavior, they were more likely to consider suicide more normal if a
close friend committed suicide rather than an acquaintance, that is the closer the friend or
relatives, the more accepting a person appears to perceive suicide. There is no way to
conjecture about pre-attempter or pre-contemplative attitudes, so these findings must be
viewed with caution; however, it may very well be that a survivor's acceptance of a close
friend or family member's suicide may facilitate adjustment for the survivor.
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Condemning the act of suicide may be impossible for the survivor without condemning
the deceased. In doing so, the survivor would have to experience a different level of
grief, whether it is adaptive or not. However, if the victim is an acquaintance rather than a
friend or relative, acceptance would not be as important to the adjustment process. In this
case, one may not feel the need to condone the act of suicide. Instead, adolescents may
condemn the suicide of an acquaintance because they believe the victim was only suicidal
to obtain attention (Curran, 1984).
First hand experience with suicide also determined whether one would be
accepting of suicide and would view suicide as a normal behavior. Those students who
had thought seriously of suicide or had indicated they were more likely during their life to
commit suicide were more accepting of suicide. This finding is not surprising since past
research suggest that an accepting attitude towards suicide may enable suicidal
adolescents to be accepting of themselves (DeFleur, 1963). In other words, adolescents
who have an accepting attitude towards suicide would not consider themselves abnormal
merely for that. This attitude may facilitate adjustment to suicidal ideation as in the case
of survivors who have accepting attitudes about the suicides of their friends or family
members.
Religiosity also played a determing role regarding whether one was accepting of
suicide and viewed it as normal behavior. While students, overall, had weak religious
beliefs and attended church less than monthly, those students with stronger religious
beliefs were less accepting of suicide than those with weak beliefs. These findings
reconfirm the time honored hypothesis that the stronger the religious beliefs and the
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greater the frequency of church attendance, the less accepting the participants were of
suicide. Stein, Witztum, Brom, DeNour, and Elizur (1992) found that the stricter the
religious tradition an individual adheres to, such as Catholicism or Judaism, the less
accepting he or she is of suicide. One possible explanation for this could be that the
traditional religions teach that there are severe repercussions for taking your own life,
such as spending eternity in hell. People who have less intense beliefs may not have been
taught such consequences may occur and might therefore be more accepting of suicide as
a means to end the misery they are experiencing on earth. However, depression can and
does modify cognitions so that clinical prediction of suicidal rejection based on religious
beliefs could systematically change as depression occurs and deepens. This could also be
the case for not only depression, but other disorders characterized by psychosis.
The fact that men were found to be more accepting of suicide than females was
not surprising. Males are remarkably more successful in completing the act. In fact,
males complete suicide three times more than women, who are three times more likely to
attempt suicide (Fremouw, 1990). Possible explanations for these differences are that
men by nature, are more aggressive than women and are also more prone to alcoholism
than women, which is associated with suicide, and would therefore be more likely to
complete a suicide (Baechler, 1979). Women, on the other hand, are more likely to use a
suicide attempt as a tactic to gain the upper hand in a relationship or to make a point.
Men generally do not like to look weak or dependent and would therefore not use a
suicide attempt to 11,lake such a point in a relationship (Baechler, 1979).
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The finding that nonacceptance of suicide is related to parents having an intact
marriage is also reflected in the literature (Pfeiffer, 1986). Parental relationships
characterized by emotional unavailability and threats of abandonment often have a severe
impact on the child, especially because the animosity the parents feel towards each other
may be projected onto their child, who may be considered an easy target. Eventually, the
child can no longer take the stress (Pfeffer, 1986). In addition to an intact marriage, this
study found that those with siblings were also less accepting of suicide. A possible
explanation of this may be the sibling network diffuses some of the family stress an only
child might have to cope with on their own. It may be that a larger support system within
the family serves as a buffer against suicide.
In summary, this research indicates that suicidal behavior in adolescents is
influenced by many factors within the environment and themselves. Exposure to the
suicide of a close friend or family member may influence adolescents to be more
accepting of suicide in order to facilitate adjustment to the act. However, if adolescents'
exposure to suicide is through an acquaintance, they are more likely to see this behavior
as attention seeking. In addition to second hand exposure, acceptance of suicide also
appears to be linked with one's own intent. In order to feel normal, suicidal adolescents
seem to accept their feeling and thoughts of suicide as a normal aspect of their
personality. This research also found that males are more accepting of suicide than
females as a result of the more aggressive role they play in society. Factors which appear
to buffer adolescents against suicide are strong religious beliefs and an intact family with
sibling to serve as a support system.
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Implications.
In the context of examing suicide, especially in regards to identifying possible
risk factors for adolescents, previous suicidal intent, exposure to suicide, religiosity, sex
and family factors appear to have an influence over whom is at greater risk for suicidal
behavior. In addition, the greater the combination of negative factors, it would appear the
greater the risk. Therefore the greater the influence of factors which lead to a negative
view of suicide and a positive view of life (strong religious beliefs and a family support
network) on adolescents' lives, the less likely suicide will be seen as an acceptable or
normal behavior. It may be interesting for future research to examine which combination
of the factors which influence an accepting attitude towards suicide are more deadly than
other combinations or are more likely to predict a suicidal outcome. However, suicide
prediction is controversial and difficult to do accurately because of the high degree of
false positives and unreliable measures. (Pokorny, 1993). In fact, Pokorny believes that
suicide prediction is impossible for those reasons (1993). He suggests that rather than
trying to predict who will commit suicide, we should try to "estimate" who is at risk
(Pokorny, 1993).
Limitations of the study.

It is possible that the sample may not be representative of the population which it
attempted to study. It is difficult to control for all the confounding factors which may
have an influence on the sample. Furthermore, there is a high degree of exposure to
suicide which should be considered. The participants of this study appear to be highly
exposed to suicide and thus, their attitudes may not be representative of individuals less,
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or not at all exposed to suicide. Further research should include more subjects and a
greater proportion of males. Clearly, definitive research on this age-group must be
extended to include non-college individuals as well.
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Table 1
Exposure (%) to Suicide
Knew someone who:
Attempted

Completed

Close Family

10.6

10.6

Close Friend

38.3

33.0

Acquaintance

19.l

21.3

None

31.9

35.l
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Table 2
Scores on Dependent Measures
Scale

M

SD

Mdn

Range

22.9

2.66

23.0

14-27

20.30

5.11

19.00

10-30

21.68

6.80

20.50

12-43

a

normality scale, lower score indicates suicide is normal

b

lower score indicates acceptance of suicide

c

general functioning scale, higher score indicates healthy functioning
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Appendix A
Demographic Information
Your responses are confidential and are being studied for research purposes only. It
would be helpful if you would answer the following questions on the answer sheet.
1. Are you:
A. Male
B. Female
2. What is your present grade in school?

A. Freshman
B. Sophomore
C. Junior
D. Senior
E. Graduate Student
3. How old are you? _ _
4. Are your parents:
A. Married
B. Divorced
C. Separated
E. Deceased

5. Are you:
A. The oldest child
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B. A middle child
C. An only child
D. The youngest child
6. Your usual church attendance is which of the following?
A. Weekly
B. Monthly
C. Occasionally
D. Never
7. Your religious intensity can be described as:
A. Strong religious beliefs
B. Moderate religious beliefs
C. Weak religious beliefs
D. No religious beliefs
8. Your experience with a person who has attempted suicide is?
A. Close family member
B. Close friend
C. Acquaintance
D. None
9. Your experience with a person who has completed suicide is?
A. Close family member
B. Close friend
C. Acquaintance

Family Functioning and Suicide 33

D. None
10. Have you ever seriously considered suicide?
A. Yes
B. No
11. Have you ever attempted suicide?
A. Yes
B. No
12. What is the probability that at some point in your life you might attempt suicide?
A. Zero
B. Less than 10 %
C. 50-50
D. Somewhat probable
E. Highly probable

